Exploration and production of oil in the North Sea is justly recognized as a dangerous job. Despite the quality of the rescue services and extensive safety measures, during the last four years the lives' of around 140 men have been lost. In some instances potential accidents can be foreseen and the appropriate action taken. Regrettably, however, it is not until an accident occurs that the inherent risks are highlighted and practical difficulties in effecting a rescue at sea appreciated. Hazards to the victims can be divided into four phases: accidents below the surface when under pressure, hazards encountered on the surface of the water, difficulties with lifting the patient out of the water and, finally, transport to shore.
Surgeon Captain Ramsay Pearson (Submarine Flotilla Medical Officer, Royal Navy) discussed the management of accidents and illness under pressure. The problems with treatment could be divided broadly into four groups: (I) recompression therapy of decompression illnesses, such as decompression sickness or arterial gas embolism resulting from a surface dive; (2) traumatic injuries, intercurrent illness or decompressionrelated illness affecting saturation divers already under pressure; (3) hyperbaric oxygen therapy for acute illness or trauma; (4) hyperbaric therapy of iatrogenic arterial gas embolism.
The constraints placed upon rescue personnel and equipment are legion. For example, at depths much exceeding 150 metres (approximately 485 feet), tremor, vertigo and disabling nausea may result from the initial compression. These symptoms, collectively known as the 'high pressure nervous syndrome', may be overcome by slower compression, but certainly no faster than about one metre of sea-water per minute. This means that with an accident in a chamber at 250 metres, it would take a doctor a minimum of 250 minutes to reach chamber pressure with safety. Furthermore, space within chambers may be very limited and the introduction of medical personnel may leave little room for additional equipment. The hazard of fire precludes the use of electrical equipment within the decompression chamber, making all but the most simple monitoring impossible. Finally, bacterial contamination of the chamber is a well recognized problem and any invasive procedure may be complicated by infection with pathogenic bacteria.
Despite these difficulties, the Institute of Naval Medicine at Alverstoke, in association with the I Report of meeting of the Sections of Anaesthetics, 4 March 1983 . Accepted 19 May 1983 o141-07611/113/090793--{)3/S01.00/0 Admiralty Marine Technology Establishment, Aberdeen University, and the Clinical Research Centre, Northwick Park, has been concerned with developments on the use of anaesthesia and ventilation at pressures up to 3I bar (I bar = 10 metres of sea-water), defibrillation under pressure, skin asepsis and remote patient monitoring.
In concluding, Captain Pearson stressed the need for a quick response to off-shore emergencies occurring in hyperbaric chambers, and facilities now exist for transport of injured divers under pressure. There is a need for future research on the interaction of pressure and drugs, and particularly anaesthetic agents.
Victims thrown into the water or divers on the surface face hazards of a different nature -chiefly cold and the state of the sea. Static experiments with volunteers sitting in water at l2°C show that the cold victim rapidly loses physical strength, becomes confused and slips into unconsciousness in a relatively short time. In water at 4°C a sparsely clothed individual wearing a lifejacket might be expected to survive for no more than 45 minutes. The temperature of the North Sea seldom rises above 9°C even in summer. Unique experiments conducted in warm and cold water have shown how dramatically cold impedes swimming ability (Golden & Hardcastle 1982) . Only 3 out of 10 experienced swimmers, who swam for a set time of to minutes in water at 25°C, were in fact able to complete the swim when the water temperature was reduced to 6°C. One swimmer failed after only 2 minutes.
Sudden cooling of the skin causes a number of reflexes, and the associated hyperventilation may be so vigorous initially as to cause tetany.
Without a Iifejacket the victim finds it difficult to avoid taking a breath at the wrong time and may drown during this phase of immersion. Furthermore, dipping so much as a hand into ice-cold water causes coronary artery spasm, a phenomenon which is readily demonstrated using gated scintigrams of the heart (Wainwright et al. 1979) . Victims with pre-existing coronary artery disease must certainly be at risk even if symptomless.
Surface conditions in the North Sea are seldom calm, but wave-tank tests have shown that a chop of much more than 4 feet slops into the victim's face. When he ultimately becomes unconscious from cold, he may then flood his airway and drown despite wearing a lifejacket. In a swell with a long wave length the lifejacket rides over the wave, but a steep wave approaching fast passes straight over the victim. When both cold and an adverse sea state combine, conditions become extremely hazardous -as they did, for example, near the sea wall at Blackpool earlier this year when 3 young police constables and a civilian lost their lives.
Mr Hamish McDonald (Robert Gordon's Institute of Technology, Aberdeen) described difficulties in removing victims from the water into rescue boats. He identified two problems: first, difficulty with lifting the victim from the water; and secondly, the phenomenon of postimmersion death. A film was used to illustrate these points and showed how at least two rescuers were needed to lift a victim clear of the water when wearing a lifejacket and immersion suit. A freeboard (the distance from the water to the ship's rail) of much more than 3 feet could provide an unscaleable barrier to anybody who had been in cold water for much more than 20 minutes even if rope ladders or scramble nets had been let over the side. One solution is to use rigid inflatable craft with a freeboard of around 18 inches to 2 feet. However, problems can still occur during the recovery of immersion casualties.
Post-rescue death is well known and was at one time attributed to the continued fall in deep body temperature (the 'after-drop') in the postimmersion period (Burton & Edholm 1955) . Golden & Hervey (1981) have since shown that this was an unlikely explanation and instead proposed that the sudden removal of the supportive hydrostatic squeeze when the victim is rescued from the water could result in a fall in blood pressure in some victims.
Mr McDonald described preliminary experiments which had been performed in conjunction with Dr Ian Light. After gaining ethical permission, consenting volunteers were immersed in water at 5°C until a core temperature of 35°C was reached and were then lifted out vertically. Heart rates of between 140 and 150 beats per minute were recorded. When the same experiments were performed with the subjects being recovered horizontally by means of a net let down from the sponsons, the heart rates reached only 60-70 beats per minute. Victims preferred the horizontal lift method. After describing this preliminary work, Mr McDonald showed in a section of his film the difficulty of attempting cardiac compression in a fast rescue craft. In the prevailing weather conditions, it was all the rescuer could do to perform adequate mouth-to-mouth resuscitation in the cramped space available.
Wing Commander P Gooding (Ministry of Defence, London) described the 'role of the helicopter in search and rescue in the North Sea. The service had benefited greatly from the introduction of the Sea King, currently one of the most advanced search-and-rescue' helicopters in the world. It has a crew of 4, with sufficient space to carry up to 19 survivors (although 22 were lifted off the Finneagle before she sank). Its effective range is 270 nautical miles, with an endurance in a search-and-rescue role of 6 hours. This means that not only is the southern sector of the North Sea within range, but also the whole area from Denmark to France. The majority of incidents in the British sector can be reached within 90 minutes of receiving a call by day or in less than 2 hours at night. In addition, the aircraft is equipped to fly and hover in appalling weather conditions without outside reference.
With such a long-range aircraft, hoist failure becomes a major problem and this might have contributed to the death of a winchman two years ago who drowned in an attempt to rescue a United States Airforce pilot. The Sea King helicopters will soon carry a back-up hoist should the main one fail. Auxiliary controls at the hoist permit a crewman to centre the helicopter over a victim whilst on automatic hover. This facility is not available on other helicopters. A problem yet to be overcome is the static electricity which is discharged when contact is made with the sea or ground and is known as 'the sting'. A Sea King generates a current sufficient to incapacitate a fit man.
RAF helicopters do not always carry a doctor, and crew members are not cleared to give injections (with the exception of morphia) or set up drips. In contrast, American crews are trained to paramedic standard and can perform such services.
Wing Commander Gooding concluded by discussing the controversy surrounding the possible fall in blood pressure resulting from vertical lifting. This problem is now being tackled by the NATO Search and Rescue Working Party. Currently the Royal Navy are evaluating a modified strop which makes it possible to lift the victim from the water in a sitting position.
In summary, it appears that victims seldom survive more than a few minutes without a lifejacket and perhaps not much more than 30-40 minutes without a survival suit. This suggests that the speed of the response from offshore support vessels and the helicopter rescue services should, if possible, be even more rapid than it is at present. In the wake of the Alexander L Kielland disaster it has been recommended that the support vessel should be stationed within one nautical mile of the rig. It is clear that lifting the victim from the water presents a major problem with conventional vessels, and inflatable rescue craft might provide an answer. The controversy surrounding horizontal versus vertical lifting from the water has yet to be resolved, but it is well to be aware of the hazards. Finally, it might perhaps be desirable to train at least one of the helicopter crew to paramedic standard, since this is already the case on every rig in the UK sector of the North Sea.
M G HARRIES

Lecturer in Medicine Guy's Hospital Medical School, London
Parents' views of childhood disorders!
At its meeting in March the Section of Paediatrics had the experience of listening to the stories of five highly articulate parents of children with chronic defects.
The mother of a child with mental retardation which was predictable at birth described how she had felt that the child was 'not hers' but 'belonged to the doctors', and it was a week before she was allowed to touch it without permission. After the paediatrician had told her that the child was permanently brain damaged, he sat silently at the bottom of the bed and looked at her. She felt that 'he gloated'. She has now at last reached a stage of contented tolerance with her incomplete child. The mother of a child with cystic fibrosis described the delay in diagnosis and how she had had to learn many things for herself. Since her child's death at the age of 14 years, she has been active in helping other parents who have children with cystic fibrosis. The father of a child with meningomyelocele described the difficulties of obtaining antenatal ultrasonic scans, the inadequate neonatal advice, and the frustration of taking children great distances to clinics and their being seen by different doctors each time. He also complained of the lack of communication between doctors even in so-called combined clinics. He made a strong plea for there being some person in the hospital to be a go-between in contacts with all the system specialists. There is nothing new in this of course: if it is not done, it is a shortcoming. There was also a mother of a child with Down's syndrome who felt that the doctors had not been honest with her and who eventually obtained the diagnosis from a midwife.
It was a painful hour for Section members, having the shortcomings of paediatricians laid I Report of meeting of the Section of Paediatrics, 25 March 1983. Accepted II May 1983 o141-0768/83/090795....()2/$01.00/0 before them; and it was a sad hour, because, being predominantly senior paediatricians, they had all heard these things before. How to impart correct information in amounts that parents can take in without misunderstanding is a subject that has been discussed for many years.
On becoming consultants, paediatricians are expected to be knowledgeable about every form of handicap and to feel that the handicapped child is a special responsibility of theirs. Should it have to be emphasized that the parents of handicapped children are also a special responsibility? Communicating bad news and understanding or 'holding' the repercussions of it on the parents requires more than sympathy; it requires an interest in human and psychological problems, an interest other than in the handicapping condition itself, which absorbs the intellectual side of most system specialists or paediatricians. Some will admit that the rest does not interest them or that they think it does not really concern them. Where parents, have to receive a shock and great loss, paediatricians know that it is impossible to do well what is tantamount to throwing a bomb into their home, which is going to destroy half of it. If the parents need a scapegoat they will always find one. In ancient times the messenger of bad news was sometimes killed. We must either plan the telling with great sensitivity and sacrifice much time to the subsequent grief, anger and questioning, or pass the role on to someone else who will. Sometimes the task is handed to the ward sister or social worker. One of the parents found that the 'tea lady' was the only person whom she thought really understood her and showed her sympathy.
Remarks made by doctors, as reported by some parents, sometimes betray a level of callousness, or low rating of the parents'
